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Introduction
The problem of enuresis in

children is not

one I have heard discussed a great deal in this
institution.

I have felt, however, that it is a

problem certainly more prevalent than its brief
mention would indicate, and one which has extreme
influence on the personality development of the
child.

It seems strarge that while we would most

certainly correct a cleft palate or harelip and
not consider letting it go, still a child may pass
through our hands and go on being an enuretic, up
to his adolescence, or even much later, and it may
have the same effect, though usually to less degree,
as an obvious physical deformity, causing the child
untold worry, mortification, and perhaps permanent
personality impairment.
An interesting fact turns up in the experience
of our Pediatric Ward staff.
the history given of

They find that while

a child may include the fact

that he wets his bed, more likely than

not, he will

keep his bed dry while he is in the hospital.
seems

to me a nugget directing the
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This

approach to the

-

problem.

This being

2 -

so generally true, certainly

there are factors other than physical which determine the condition of enuresis.
With this in mind, I have reviewed the literature on enuresis to find "What manner of

child is

this" who has enuresis, and how shall we approach
his problem.

* * *

Definition Criterion
The

age at which incontinence of urine becomes

abnormal is a rather arbitrary matter, but is fairly
well set at about three years or past that age.( 16 )(5 6 )(7)
However, four years is considered within limits of ncrmal by G:t:3over( 2 0), and on the other hand, :Markey(30)
establishes eighteen months for diurnal control and
two years for nocturnal control.

Usually the child

will have diurnal control several months or even a
year earlier than nocturnal control of urine, but I
am not in this thesis separating the two groups,
although most of the cases considered are nocturnal
enuretics.

- 3 -

Incidence
Nocturnal enuresis is the commoner form.

It

usually occurs only once during the night, according to Brenneman(?) but may occur three or four
times.

The diurnal type is relatively rare but

sometimes associated with nocturnal enuresis and
is especially likely to occur if the child plays
excitedly and is absorbed in his game.
There is great difference of opinion as to
which sex has more enuretics.

Certain

authors

state in a confirmed manner that the incidence
is greater in males.( 34 )( 37 )(l 9 )( 2 l) Jacobs( 2 5)
said that in an institution of 450 girls, he
found eight enuretics for study, while

in an

institution of 650 boys, there were one hundred.
Probably with such a pronounced difference as
this, one can assume that there were qualifying
features--age, admittance rules, et cetera.
Firth(l 3 ) found the greater occurrence in
females, as did Horton( 23), reporting for the
Outpatient Department of the London Hospital,
while Walker< 41 ) and Grover< 20 ) state that the
sexes are equally affected.
- 4 -
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A point on which all authors who express
an opinion are in agreement is the incidence of
a family background showing enuresis.

Hubert( 24 )

had fifty cases of nocturnal enuresis and fifty
control cases.

He found that forty per cent of

the enuretics had a family history of enuresis,
whereas only fourteen per cent of the control
group had a parent who had been enuretic.

Grover( 2 0)

has noticed the same thing in his series, and when
a survey of the enuretics of the London Hospital
Outpatient Department was made in 1929,( 23 ) the
records showed a family history of enuresis in
one or both parents in 56.6

% of

cases.

We are fairly secure, therefore, in granting
that enuresis is a familial trait.

I have seen

no comments on reasons why this is true.

It seems

probable to me that similar environmental factors
would account for this, rather than its being a
matter of chromosomes and genes.

If parents lacked

adequate training in urinating habits, it is likely
that their children may too, and this could cause a
continuance of enuresis, generation after generation,
because it was expected of the child.

Brenneman(7)

- 6 -

notices this parental indulgence in patients
whom he feels have enuresis due to inadequate
training.

Those parents careless in their atti-

tude or concern over the child's enuresis often
make such excuses for the child as,

11

He will out-

grow it," "He is too small to be trained," "He
has weak kidneys ( or bladder)," and

11

I wet the

bed myself until I was thirteen years old."
The percentage of children with enuresis
is almost impossible to estimqte, because it
would depend of course on what age limits were
considered and what groups were used.

Again

quoting the study made of the Childrens' Outpatient Department of the London Hospital~ 23 )
these figures are obtained:
5% of Total Patients were enuretics
Boys: 23, Girls: 37, Total:60
Of the Total 60:
28.4% were in age group 3-5 years
56.6% were in age group 5-8 years
15.0% were in age group
9 years and over
They also present the interesting information
that 41.6% of the enuresis dated from infancy, and
58.4% re-developed after control had been established.
Dunham(ll) said that among 800 nervous children
admitted to Phipps, between the ages of five and

- 7 sixteen years,

7%

were bed-wetters.

Cimba1(lO)

decided that among nervous children, enuresis was
present in

12-15% of cases.

The type of child who has enuresis has also
been a subject for consideration.

This

varies

from a single comment as to body type by Grover( 2 0)
who says that

blonde children are more subject

to

enuresis than brunettes, especially the very light
blondes with light blue eyes, to the rather general
agreement that the enuretic is likely to be a nervous
child, often physically, but not mentally inferior.
Habit spasms and stuttering are
conditions.

common accompanying

Grover says, "So closely related are

nervousness and enuresis that enuresis has often
been called 'bladder stuttering' . "
Mohr and Waterhouse

P2 )

studying a group of

fifteen children, found the enuretic children were
relatively poorer nourished and of slightly inferior
physical physique.

They had less efficient cardio-

vascular systems as measured by a cardio-vascu lar
efficiency test and were found to be emotionally
less stable than non-enuretics.

- 8 -

Anderson~2) after reviewing the works of
199 men on enuresis, concluded that the intelligence
of enuretic children is, on the whole, above the
average, if one excludes a small group of intellectual defectives in which all training is difficult.
(Lopez( 28 ) reports only 10% enuresis in a feebleminded institution). More than one-fourth of all
enuretic children studied had an average intelligence
quotient above 110, placing them in the superior
group.

Physiological Micturation
The most complete and logical explanation of
the sequence of events in establishing bladder
control is ~iven by Pfaundler and Schlossman(34):
"The physiological type of micturation
during the period of infancy involves a
reflex release of the emptying mechanism in
response to the stimulus of bladder distention. Some time during the second year of
life, and depending upon educational factors, this is modified and comes under the
control of powerful inhibitory factors which
are to some extent influenced by the will and
by the emotions. At first consciously, later
automatically, the stimulus of bladder distention evokes the response of strong sphincter contraction, until the act of micturation
becomes controlled by the will, sphincter contraction being voluntarily released. About
the end of the second or beginning of the
third year of life, the child still occasionally wets the bed, but gradually associates
voluntary sphincter release so definitely with
consciousness during the wakinro state that
finally the stimulus of bladder distention
leads only to an automatic strengthening of
the sphincter contraction that is as effective at night as in the daytime. If the
bladder becomes so full that emptying becomes
imperative, the release mechanism is not
directly set in motion during sleep, but the
sleeper awakes in order to bring conscious
will into play."
It is clear, therefore, that in every case one
must investigate the psychic factors to explain why
sleep fails to be interrupted by the stimulus of
the emptying mechanism, and one must search for an
organic basis to explain why the mucous membrane of
the bladder signals for immediate emptying during sleep.
- 9 -

The Enuretic Child--An Approach to His Problem
The cause f,5r greatest concern in a child
with enuresis and the reason--if for no other
reason--it should be corrected, is the influence
it may have on his personality development.
Brenneman( 7 ) believes the affect on the patient
himself may be of great significance for his entire
life situation and for his character formation.
He says the conscientious child may develop a
feeling of utter hopelessness; he may be awake for
hours fearin~ to go to sleep and wet himself.
Shame and lack of self-confidence may drive him
into seclusiveness.

The belief that he has a

"weak bladder" may give him the wrong conviction
that he is

sick.

Punishment and scoldings may

make him believe that he does something morally
bad and create in him a feeling of guilt.
occupation

with his

Pre-

problem may interfere with

the quality of his school achievements.

The entire

picture is likely to cause unhappiness and irritabi 11 ty.
The case for the enuretic's associates in the
home is pleaded by woolley.( 43 ) She says probably
- 10 -
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nqne of the common difficulties vvith

children

cause so much irritation in the household and
more nervous and

emotional upsets than enuresis.

It is a habit productive of so much discomfort to
the entire family and so much extra labor that few
mot he rs can accept it with equanimity.
Horton( 23 ) sees the problem for a sociological and public health angle.

Enuretic children

in families of poor financial circumstances, who
lived in crowded homes, and sleeping several to
a bed are an unhappy lot.

Apart from the mental

suffering of the patient, there is created a most
unpleasant situation.for those who must share his
bed; the mother's housekeeping efforts are made
more difficult, and in case of diurnal enuresis,
the disturbance is transferred to school.

She

says, "The unpopularity of such a child at home
and school, and the continued struggle of the
mother and teacher to cope with this additional
burden, cannot but produce an atmosphere of nervous
tension which is detrimental to the child. 11

- 12 :My Mother substantiates this from her own
experience when she was a country school teacher.
Apparently some of the enuretic children slept in
their long underwear which was frequently wet and
seldom washed.

When several of these children backed

up to the wood-burning stove to warm themselves, the
reek was almost unbearable to her and some of the
children.
Children can be unconsciously cruel to one
another, and I have heard on the school ground a
group of grade children teasing one of the group
because he has a "leaky valve" and calling after
him, "Drip, drip, drip".

Thus it is perfectly

obvious that a child so marked may suffer such
humiliation and hurt pride that he becomes seclusive or develops compensatory behavior problems
which are more serious.
Having accepted enuresis, then, as

a condi-

tion meriting the physician's attention, what
should be the approach?
Until recently the study of enuresis was
chaotic; pediatrists, psychiatrists, and urologists

- 13 trod on each other's heels.
his own specialty.

Each regarded it as

The urologist placed the blame

on the innervation or mechanism of the bladder, and
pointed to the connection with spina bifida occulta
or some congenital malformation of the lower vertebral column; he was aided and abetted by the radiologist who demonstrated lesions in the bony spinal
canal in practically every case of enuresis.
is interesting be cause these same
be demonstrated in non-enuretics.

11

This

deformi ties" can
The psychiatrist

re~arded it as a problem primarily limited

to his

field, and if he were a Freudian, labelled the child
an

II

urethral erotic".

There is a fairly constant idea that enuresis
is a symptom( 29 ) and should be treated as such.
Almost everyone who treats enuresis supports the
idea that both physical and mental etiological factors must be checked, and the appropriate treatment
administered.

Some authors find a physical factor

to account for all cases of enuresis, while the
psychiatrists on the other hand are usually less
dogmatic, and though claiming the greater percentage of enuretics for their field, admit physical
causes in a number of patients.

- 14 There is no point

to repeating classifica-

tion after classification of enuresis, since almost
every author has one of

his own.

However, I am

giving Saxl and Kurzweil's classification(36) as
fairly typical of the group which supports mainly
(35)

physical factors and Pototzky's as typical of
those who regard it as a psychic

manifestation.

Saxl and Kurzweil: study of 250 cases

r.

rr.

Due to local irritation
a. Oxyuris vermicularis
b. Masturbation
c. vulvovaginitis
d. Cystitis
e. Fissure in ano
f. Rectal polypi
g. Phimosis
h. Balani tis
1. Tonsils and adenoids
j • Renal calculus
k. vesical calculus
1. Malformation of genital tract:
epispadias, no urethra, hypospadias
m. Adherent clitoris
Due to General Ailments
a. Neurasthenias and neuroses
b. Anemia
c. Neurogenic diseases:
chorea, epilepsy, hysteria, neuralgia,
mental deficiency
d. Malnutrition

- 15 III. Due to Endocrines
a. Actual distrubance, i.e. cretinism
b. Indefinite or slight disturbance

rv.

Due to Urine
a. Highly acid, concentrated urine
b. Diabetes ins~pidus
c. Diabetes mellitus
d. Nephritis

Pototzky's Classification:

r.
rr.

Neuropathic enuresis
(including especially patients with vasomotor instability)
Psychopathic enuresis
1. spiteful, unstable
2. shy, timid
3. indifferent

III. Pseudofetal enuresis
(with evidences of circulatory immaturity
and persistence of fetal elements of
circulation--a rather small group)

rv.

Enuresis based on endocrine dyscrasia
1. Hyperthyreosis
2. Hypothyreosis

V. Enuresis associated with mental d.efi ciency
or epilepsy without demonstrable endocrine
imbAlance

Eighteenth century physicians recommended the
birch rod as the best cure of the affliction, and
we can be sure that some parents still use the
same tactics.

Evolution of treatment has led us to

- 16 more specific measures, but there are still
innumerable plans of treatment, and non-specific
surgical measures, in vogue with some men, and in
whose hands they apparently get results.

For

example, Saxl and Kurzweil( 36 )state that in many
cases where other

treatment has failed, removal

of the tonsils and adenoids has effected a cure
of the enuresis.

Their explanation of this is

that children with large tonsils and adenoids are
suffering from a congestion of the cerebral centers
causing enuresis reflexly.

They give as proof the

fact that these children all suffer from the nocturnal form of this disease, rather than the diurnal because the sinuses, in recumbent posture,
become hyperemic by mechanical block.

Possibly

such treatment has its merits, but having encountered instances in the literature where physicians
have used a single method to treat almost every case
of enuresis, the method ranging from circumcision
to laminectomy, it is obvious that little clinical
judgment was used.
I agree with Brenneman(7) when he says, "To
treat as a habit the wetting which is intimately

- 17 associated with chronic or recurrent pyuria, is
as grave an error as it would be to treat psychogenically determined enuresis on the basis of a
postulated but not demonstrated local irritation.
It must also be emphasized that coincidence does
not always mean causal relationship and that the
wetting may sometimes persist as a habit after
the clearing up of the physical factors which
caused it or contributed to its origin."
Pfaundler and Schlossman(3 4 ) believe the
commonest error in the consideration of enuresis
is to regard it as a purely somatic disturbance
( "bladder weakness") and to overlook the neurotic
nature of many cases.

The treatment of enuresis

has always been a favorite field for quacks, as is
so often true when methods of orthodox medicine
fail.
What approach then, should we use to enuresis?
First of all, there should be a complete physical
examination to eliminate congenital defects, and
urinalysis studies.

Physical factors and local

irritative phenomena having been eliminated, we then
approach the problem from the environmental and

- 18 psychic side to see if a cause can be found.
The importance of a complete history, with cooperation of child and parent, is thus made obvious.
Blumgart( 6 ) made a study of forty-four cases
of maladjusted children brought to the Cornell
Medical College Psychiatric Clinic for problems
of behavior at home or school.

The complaints

of those bringing the children were most frequently
persistent stealing, lying, bed-wetting and masturbation.

Almost as often, the complaint would be

"nervousness 0 which would be found to cover one or
more of the above complaints, plus rebelliousness,
hate or antagonism to one or both parents, poor
attention or performance at school, truancy,
irritability, moodiness, flights from home, cruelty
to other children, and uncontrol~able rage.

In not

a single case was there only one symptom, and usually
three or four of the above symptoms would be present
in a child.
Wexberg( 42 ) too finds a definite association
between enuresis and delinquency, and calls it, in
fact, one of the syndromes of child psychiatry.
Only rarely were children brought to him with enuresis
as the complaint; but usually because of truancy,

- 19 stealing, lying or sex delinquency.

It is inter-

esting to note how similar were his findings of
accompanying maladjustment to those of Blumgart.
Wexberg found his cases to have poor social
and economic background, and had the impression
that many of the children were illegitimate.

very

often he uncovered the fact that they were neglected children, discriminated against, or not loved
at all.

The solution of the problem would obviously

be in the direction of social psychology, because of
the association between enuresis and emotional
neglect.

voluntary bladder control, diurnal and

nocturnal, is usually the first major educational
achievement of the child, for most of his previous
accomplishments were mBre conditioning.

A mechani-

cal method of training often fails in dealing with
a function such as this, performed in a state of
unconsciousness, and nocturnal bladder control must
therefore be accomplished on a higher mental level
in which wilful effort and a sense of responsibility
replace reflex conditioning.

The agreement among

psychiatrists on this point is seen in their almost
universal plan in treatment to confer with the child

-
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alone, ( 27 ) ( 30 ) ( 31 ) ( 38 ) ( 43 ) getting him to realize
it ls his problem, and you are his ally, and out of
a sense of responsibility to himself, he tries to
break his

habit.

His very desire

to have his

bed dry when he awakens in the morning leads him
find the way to accomplish this.
Wexberg( 42 ) believes one of these measures is
planned decrease in the depth of sleep; the child
is kept from sleeping too profoundly by his firm
resolution not to wet the bed.

Better bladder

control could result from this alone, since
child vrould be more

the

alert to the stimulus of a

full bladder.
What prompts the child to make this effort?
It may be to please the psychiatrist, or gratify
his sense of responsibility as I have mentioned
previously, or in normal development, before the
question is presented to the physician, it is a
matter of education~ 42 ) consisting of disapproval
on the parent's part, whenever the child's bed ls
found wet and appreciation and praise whenever it
ls found dry.
The child quickly learns that his social
value depends in part on his ability to have a

to

- 21 -

dry bed.

His desire for social acceptance may

be all that is required to keep him from erring
in this direction.
If we accept this fact, it is easy to correlate
enuresis with neglect of the child.

If the child

realizes his parents care little about his habits,
except insofar as they become a nuisance, he has
lost the essential motive in developing his social
adequacy.

The parents may punish him for wetting

himself or his bed, but never praise him.

However

inhumane and objectionable, extreme punishments
may be sufficient motive for the child to stay dry-in order to avoid being beaten.( 43)
reverse is true.

Usually the

The child may be unmercifully

beaten for so many offenses that he apparently
adopts an immune reaction, or assumes an attitude
of hopelessness.

Or perhaps fear of punishment

defeats the purpose and keeps the enuresis going.
Several authors have called attention to the
affect of punishment on a behavior pattern in preserving, rather than destroying it.(S)( 43 ) I have
heard this substantiated in two cases told to me
by friends.

One declared that her antagonism toward

- 22 -

her mother's constant talkinp; on the telephone
when she wished to be up was her sole and willful
reason for wetting her bed.

In the other case,

the boy was mortified by beinp; made to wear a
diaper, sometimes when he

was seven years old.

I do not know that this had the effect of :Qt'~onging
his enuresis, but it seems like~y that it could.
I believe too that the phrase so often repeated by
parents in the presence of the child, "Spanking
Jimmy just doesn't do a bit of good," may make
Jimmy take pride in whatever offense he was committing, bed-wetting or breaking windows, and so
he continues it until he has a more powerful motive
for stopping this behavior.
( 43)

Woolley presents the following case which
emphasizes points in the previous paragraph:
Margaret was brought to the Consultation Center by her mother because she was still wetting her
clothes in the daytime, wetting her bed during her
nap, and wetting her bed at night, when she was
almost four years old. Margaret was the child of
rather nervous, high-strung parents. Her fat her
had been a victim of "shell-shock" during the world
War and w~s far from recovered from it at the time
of her birth. Her mother was an intense, high-strung
person, none too strong physically, who found it hard
to meet all the obligations of life.

- 23 A younger child had arrived in the family
at about the time Mar5aret should have been
trained for the toilet. The mother felt physically unable to cope with the situation adequately
at the time. She was impatient and inconsistent in
her methods, and she attempted to make up by spasmodic severity what she lacked in systematic training. The effect was to arouse Margaret's antagonism.
The child was very negativistic, and one could be
perfectly confident that any suggestion would be met
with a negation. The satisfaction she got from
thwarting her mother about the bed-wetting and her
joy in the rows that resulted from it were one of
the chief interests of her life. Her superior
intelligence (her r.Q. was 133) made her no mean
antagonist.
J\1argaret was accepted temporarily for observation in the nursery school. The first day she
arrived accompanied by a bag containing a rubber
blanket, a bed pad, and a change of clothing. After
considering her case, it was decided to ignore this
paraphernalia and say nothing whatever to Margaret
about her bed-wetting proclivity. So far as she
knew, no one in the school was aware of it. She
loved the school from the first moment, and spent
the morning intently watching the children and joining in their projects whenever she could. When it was
time for Margaret to go up for her nap after lunch,
she trotted up with the other children, keeping an eye
out watchfully to see what they did. She was shown where
her cot was, and promptly sat down upon it and began to
take off her shoes as the other children did. When the
others lay down to so to sleep, Margaret did the same.
She went to sleep on the very first day and woke up
dry. It was the first dry nap she had ever had. Not
a word was said to her on the subject. She was simply
taken for granted as a satisfactory member of the school.
She was in school for three weeks and did not wet
her cot during nap time. However, during the same
period, when she had her nap at home on Saturdays and
Dundays, she reverted to her old habit. Thus the
enuresis seemed to caused by the child's attitude toward

- 24 the whole problem. At school she wished to do as
the others did and to be approved of; at home she
wished to thwart her mother and have exciting and
interesting rows with her.
Woolley states that they tried to explain to
the mother the source of the trouble, and to help
her change her method, but the difficulty of
transforming the atmosphere of a home and changing
the emotional set between mother and child was
great.

However, the child showed considerable

improvement.
It is most difficult to convince parents that
the cure for a behavior problem

may lie in dis-

continuing punishment for it. Yet this may very likely
happen.( 42 ) Once the vicious circle is interrupted,
the behavior problem may come to a quiet, and it is
hoped, unhearlded end. Wexberg( 42 ) believes enuresis
may be used as a compensatory mechanism in cases where
a brother or sister has more privileges or care, and
it may be used as a means of gaining attention.

The

enuresis is usually not the result of malicious behavior on the part of the child; it is not something he
wills to do, but rather the outcome of something he
has failed to do, that is, thB effort to overcome it.

- 25 -

The appeal that confidence in the child may
make in effecting a cure is illustrated by those
cases of enuresis which cease as soon as the
diaper is replaced by "pants", or the underclothing
is such that the child can attend to his own needs,
or the

rubber sheet is removed from the bed.

Markey(30) speculates on the manner of development of enuresis.

He says that when the parents

call attention to the urinary incontinence, when the
child has run a little over the physiological age
limit for stopping it, it serves to fix the enuresis
in his mind and he becomes "bladder conscious".

It

is true too that some

other way of fixing his atten-

tion on it may occur.

For example, persistent enur-

esis after being 111 and in bed with rheumatic fever
was found in thirteen per cent of Horton's cases.( 2 3)
Six of his cases dated to an

attack of measles, four

to severe fright, and three cases dated back to the
fall from the deck of a steamer, falling into a
barrel of tar, and a bicycle accident, respectively.
Mandel( 29 ) had a case among her out-patients where
the enuresis dated back to sudden fright when the
child was awakened by the noise of a hammer made in
the next room.

- 26 In dealing with this case, the little girl
was reassured; the amateur carpenter showed her
how the noise was made and became friendly with the
child.

The mother

was advised not to scold, but

to praise the child when the bed was found dry.

The

enuresis stopped within a month.
It ls easy enou3h to understand how the enuresis
in the above instances was established, because a
pattern once introduced is more easily repeated.
Once the child has a fixation on any of his body
systems, in this case the urinary system, he is on
the road to developing a neurosis.( 3 0)
There may be too, some relationship between
enuresis and the usual form of tic or habit spasm.
In an earlier period there may have been some irritation of the genito-urinary tract which caused more
or less spasmodic incontinence.

With the irritating

cause removed, the conditioned response continued in
perhaps the same fashion that Pavlow described in his
experimental work on conditioned reflexes.

This mech-

anism is suggested as a psychogenic cause for continuing enuresis after a true and original organic cause
has been cured, and was mentioned earlier (page 17).

- 27 The part dreams may play in enuresis is one
given much attention by some physicians.

Some

children(34) awake during the act of wetting the
bed or soon after and

others sleep through it

without interruption.

Some have no recollection of

the episode when they awaken in the morning, while
others recall some dream in the course of which
they had urinated in the usual way in a chamber or
toilet and are astonished to find the bed wet.
One of their patients dreamed that his brother
slept close to him in bed and that it was he who
had wet the bed, much against the will of the
dreamer.

In dreams in which the child fits urina-

tion into the picture, it is not known whether he
urinates because he has the dream, or whether the
sensation of

the wet bed causes him to dream it.

Schwartz(37) favors the latter view.
It is known that enuresis may develop or leave
with a change in environment.

As I stated in the

introduction, one of the interesting features of
the problem was that in the experience of our Pediatric Department, children known to be enuretics
at home often did not wet the bed in their stay at

- 28 -

at the hospital.

This may also occur in the

reverse, and a child who never wet the bed at
home, when transferred to another environment
may bebin the habit.

This is especially true of

children placed in institutions or left with relatives who fail to make them happy.

An enuretic

child may have been shamed by his parents or brothers and sisters for so long a period of time
that he feels he has

"lost face" and it is there-

fore not worth while to try to do anything about
it.( 42 )

But if this child be sent to visit perhaps

in the home of a friend or relative, where he feels
they do not know of his past record, he may succeed
in keeping dry because of his desire to keep an
honorable standing.
ment,

The return to the former environ-

however, usually sees a reversal to the old

behavior.

'.Voolley 1 s case ( p.·:iges 22-24) illustrates

t'his point.
It would seem that the enuretic child who presents this quirk of behavior, i.e. wet at home, and
dry abroad, would lend himself readily to

treatment.

It may be an unrecognized feature of the enuresis,
because the parents may be so fearful that their
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child will vret the bed linens away from home,
or the child so reluctant to expose his habit,
'that he has never slept away from home.
The most scientific approach to this question of enuresis developing with change in environment was made by Lewis and Ostrofr( 2 6).

The object

of their work was not to call attention to the
psychic factor but rather to show that the psychic
factor can be controlled and regulated at will.
They demonstrated the development of enuresis in
normal children, age three to four, merely by
transferring them from a large dormitory to small
individual cubicles.

In some children enuresis

was transient, lasting only forty-eight hours,
whereas in others adjustment did not occur during
the seven days they were observed.

When the child-

ren were returned to the large dormitory their
enuresis promptly ceased.
The influence on enuresis of being home or
away from home is discussed by Gill(l7 ) in an
article (1940) regarding children evacuated from
London during the first four days of the war.

He

does not believe that the-evacuation had anything
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to do with influencing the enuresis,

The number

of cases cured by being placed in good home conditions with foster parents was very small.

A large

number of children told him that they did the same
thing at home and the parents did not seem
about it.

to bother

Gill seemed quite shocked at this.

This

shows, he says, that it is a social bad habit which
c,m be overcome if there is any strong incentive to
be clean.

In this Wexberg(42) supports him,

Gill

found that in certain cases the bed-wetting was due
to the child's desire to return home, and was deliberate; in fact, the word was passed from child to
child that it could be used as
home again.
the

14,ooo

a means of getting

Two hundred cases of enuresis among
evacuees were called to his attention;

or about one and one-half per cent were known
enuretics, but he believes there would be as many
as four or five per cent if all cases were reported.
What impresses me in Gill's article is his
sin~ular attitude toward enuresis; he gives one the
impression that it occurs but rarely in any but lower
class families, and is a habit which they do not mind
at all~

For example, he quotes a Miss ~! acdowall, who

- 31 had had a wide experience in the care of low-grade
mental defectives as saying she had noticed a distinct difference between children coming from good.class families and those of a low social status in
the reactions to the discomforts of their wetness.
The former were much more restless than the latter
under these discomforts.

Gill noticed in dealing

with the evacuees that they were apparently quite
comfortable and happy even though they were lying
in sopping beds.

He also comments on the absence

of any sense of shame in a large proportion of
them.

Of the background of these patients, Gill

says that as far as general living conditions
were concerned, little fault could be found(families
intact, inside toilet, sufficient room, etc).

He

adds, "But when it comes to the financial and social
position of the families, the majority were considerably below average, 11 and regarding their enuresis,
"The point I wish to make is the absence of any discomfort

~o theaj under conditions which to the

majority of people would be very uncomfortable.

I

know only one case, though there may be others, in

- 32 which the increased comfort of a dry bed was
appreciated."

In another instance he seems sur-

prised when a girl of seven "would not let down
her knickers

during the day, but relieved her-

self through them unless carefully watched.

This

child is one of four (children) whose father 1s
in regular work and is said to be a decent sort of
man. 11
Again quoting Gill:

11

'Vhen one compares the

amount of enuresis among these children with the
conditions in good-class families, in which by
careful training practically every child has learnt
cleanly habits by the age of two to two and one-half
years, it is impossible to avoid the conclusion (and
Gill:
it is supported by my evidence) that there is a
deplorably low standard of cleanliness and social
behavior in a considerable number of families living
in overcrowded districts in London and Croydon, but
not necessarily in overcrowded houses or tenements.
As already stated, there seems, from the information
supplied to us, to be nothing specially pointing to
any housing condition as a cause of the enuresis,
though this statement is made with some reserve."
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Nowhere have I found any support for Gill 1 s
idea that the so-called
mind his enuresis.

11

low-class 11 child does not

On the contrary, I believe that

the enuretic child, regardless of his social status,
is most miserable and will cooperate to the best of
his ability in the effort to evercome it.
For support of the idea that enuresis can and
does happen in anyone 1 s family, I cite Anderson( 2 )
who has made, I believe, the most comprehensive
statistical study of enuresis.

He says it is a

certainty that enuresis is a visitor in the families
of economic range.

His series shows a majority in

the lower strata of the financial scale, but he
states that conditions governing all clinical material account for this.

Continuing, he says, nFrom

certain angles, indeed, the pampered and emotionally
unadjusted child of the more wealthy family is more
prone to continue the habit than is the case with the
child in a large family of lesser means.

In the

latter instance, so frequently other more pressing
problems demand attention, with the result that
enuresis ceases to occupy the foreground and thus is
given the opportunity to fade out. 11

Between these

extremes ranges every possible variation, and he

- 34 states without qualification, after his study,
that enuresis as a genc.:,ral problem cannot be considered as largely influenced by the economic
factor.
Gill had little success in treating his enuretic patients.

Apart from medicinal (bromides and

belladonna) the treatment suggest~d to the foster
parents was: no fluids after 5:00 p.m., regular
meals, regular hours, and encouragement for being
clean rather than being blamed for being wet.

He

states: "In my opinion incentive is the most important factor in effecting the cure.

If the child, in

view of his parent's attitude, sees no reason why
he should be clean, no amount of psycho-analysis or
suggestion is likely to improve him.

These methods

may be very useful with children from good-class
families with an inherited high standard of cleanliness, but they are not likely to benefit children
~oming from families with a low social standard, or
only in very exceptional cases • 11

He states that on

the whole, the results were disappointing; a number
of cases were noted as improved, but few indeed were
permanently cured.

There was a tendency to relapse.

- 35 It is easily understood why Gill's results
were no better.

His defeatist attitude, and the

impression of class distinction running throughout
his whole paper would do anything but inspire the
confidence of the young enuretic, whether shy and
miserable of with hardened exterior.

And confi-

dence in the physician is one of the essenti~ls of
the cure.

Stockwell and Sm1th( 38 ) found fifty p2r cent
of their cases to be psychogenic in origin.

They

felt in most instances the enuresis was a symptomatic expression of poor training, a conduct disorder,
a psychopathic persons1lity, or a wish for attention
associated with feelings of fear and inadequacy.
times it was

Some-

a problem of delinquency or a physical

manifestation of deep-seated hates or anxieties.

They

recall the case of an older girl, afflicted with enuresis and kleptomania, both exhibitions apparently
being symptoms of thwarted drives.
to Blumgart's( 6 ) findinp;s.

This corresponds

Stockwell and Smith had

best results with the psychogenic type by treating
them as new and honest friends, and leavir1€; the
parents out of the conferences.

Thus the child had

a strong desire to do for his doctor what he had no
motive to do for the parents, who already expected

.. 36 him to fail.

They explained to the child that

he could become dry anytime he wanted to and
could become responsible for conduct during sleep.
Successful emotional training and adjustment of
school and home problems is essential.

Forty-six

of their fifty-two psychogenic cases were improved
or :cured.
0

Anderson(2) found an absolute but indirect
relationship between enuresis in children and
poorly adjusted parents.

He found that nearly

two-thirds of enuretics came from homes in which
there was maladjustment of some type.

If emotional

tensions may be a causative factor in enuresis, then
certainly such causes are more often present in
poorly adjusted families.

Anderson gives the case

of James, a child of highly educated parents, who
suffered from extreme maladjustment over the mother's
intense desire to continue outside work.

This was

oppQsed by the father, with the gradual development
of the point of view by .the mother t bat her child
was the innocent cause of her thwarted ambi~ionst

- 37 One of the more important factors frequently
seen in parents is the "expectant failure" attitude.
Anderson says, "Nothing succeeds like success," and
a hopeful and encouraging attitude may achieve wonders, where bickering, or resignation to the habit
had failed.
Markey(30) called attention to the error of
parents in stigmatizing the child.

He says that it

is positively the worst method of treatment and if
it succeeds· in curing the enuresis, it is only at

tre

expense of developing a more severe personality or
behavior problem.

Nicknames and scoldings' are exam-

ples of this type of thoughtless treatment and expressions of lack of faith: "Did it rain last night?",
"How is swimming?",

"Did you float out of bed?"--

these are pernicious and damaging remarks often
thrown at children.
Parental disharmony over religion was a very
common finding. ( 2 ) A case in point was that of Irma,
the adopted child of an atheist and a rabbi's
daughter, who was brrught up in a home where constant emotional tension existed, the factor which
promoted her enuresis.
The problem of relationship of the enuretic to
siblings has been discussed by almost every author.

- 38 Probably half the cases show this influence, and
the problem runs the gamut of every possible
relationship, from infantile dependency to acute
jealousy and antagonism.

Bakw1n(3) explains it

on the basis of the strong desire for attention
so widespread among children.

It is particularly

seen in first-born or "onlys" who have been the
center of parental attention for some length of
time.

They grow accustomed and attached to their

dominant position, revel in it, and resent any
division of the affection which they come to believe
is due them

alone.

To an only child, the advent

of a new baby into the family represents a psychic
trauma whose magnitude depends on the former attitude
of his parents towards him and on his personal makeup.

This simple mechanism is probably the most com-

mon basis for neuroses in childhood.
The environmental influence was emphasized to
Grover(l9) when he found in compiling his results of
treatment that the poorest results were encountered
in children who lived with some relative other than
the mother, or with a stranger who boarded the child.
He says, "These guardians invariably believe the wetting is the child's own fault and rarely believe

- 39 enough in the soundness of the treatment to give
it a fair trial.

I always give these guardians

a poor prognosis and tell them why."
The findings of Mohr and Waterhouse ( 32), that
the enuretic child was relatively poorer nourished
and slightly inferior in general physique have been
referred to (page 7).

Grover(l9) too finds the

enuretic child to be under-nourished and run down,
and in fact bases his entire therapeutic program
on this pr1nciple.
tant.

He says,"The diet is very impor-

Almost every case of enuresis that I have

ever seen was found to be on more or less of a poor
fare, and you will find it so if you take the trouble
to investigate it properly.

Sweets and sours must

be omitted because they spoil the appetite and the
proper digestion of plain foods.

Soups, broths,

salty and highly seasoned foods are either indigestible
or diuretic.

Coffee, tea and cocoa are also diuretic.

Raw apples and bananas interfere with the appetite and
cause no end of indigestions.
for supper because they take
interfere with restful sleep.

Eggs and meat are omitted
too long to digest and
No food is given between

- 40 meals in order to rest the gastro-intestinal
tract, and in turn,

the whole system."

Besides the long hours of sleep, he recommends
other ways of restin~ the body.

He advises less

exciting and boisterous play, prohibits movies,
music less Pnl!!h, and school home lessmns.

A nap for

an hour or even half an hour at noon is recommended
for those children who seem not to get enough rest
at night in spite of long hours of sleep.
down after 4:00

Sitting

p.m. affords more rest.

After the child has been cured of the symptom
(enuresis), Grover insists that the program be kept
for another several months lest a relapse to the old
habits occur.
What Freud has called "repi tition compulsion"
plays an important part in continuing the enuresis.
"This compulsion is probably nothing more than an
integral part of configurational patternized behavior
on a more primitive level of integration.

In every

configuration the well known factor of regularity,
whether it is in visual Gestalten or in auditory
motor ones, involves iteration at regular intervals
of time or space. 11 (42)

We can assume, therefore, that

it is natural for a behavior pattern, once started, to
\'-._.,,

- 41 repeat itself periodically, even though it has no
specific dynamic factor to account for it, but
merely following the intrinsic trend of regularity.
This being true, the obvious need in treatment is for a motive for stopping or, following
Wexberg's( 42 ) idea, a shock.
as any experience
enough to break

He interprets this

intense enough and profound
the habit.

It seems to be always

possible to obtain temporary success with any sort
of shock, such as faradism\41) funnelling into the
bladder fluids under pressure,( 39 ) severe punishment, et cetera, or a temporary or permanent change
in environment.

But

no form of treatment can pro-

duce permanent results if the

social incentive is

lacking, and often the ultimate treatment will be
either reforms on the part

of the parent in the

home, or changing the child's attitude

toward tre

situation, or getting him to adjust himself to the
situation.
An interesting problem of cause or effect can
be raise in regard to enuretics in institutions.
Some authors seem to have the idea that enuresis
so frequently accompanies other behavior problems

- 42 that it is bound to be plentiful in corrective
institutions, institutions or schools for the
mentally inferior, et cetera.( 6 )( 3 B) Wexberg( 42 )
on the other hand supports the causative side of
the argument and states that the considerable number of enuretic children in institutions and
orphanages shows that institutional children very
often are not given the emotional treatment
need for social adjustment.

they

The emotional require-

ments of children show considerable individual variations.

Passi bly the psychoanalytic explanation is

the right one, that experiences

in early infancy

determine later emotional needs.

We can see this

frequent}. y in our associates, where the castabout
among relatives strives hardest for independence and
se curl ty, and the institutional child often for
affection.

The logical conclusion, I believe, to

be drawn from this, is that institutional children
should be placed as soon as possible in homes where
they receive care and affection, whatever the conclusion about cause or effect.

If effect, the reason

is obvious; if the enuresis was a part of the maladjustment pattern which brought them there, I believe
it will be found usually to have resulted from an

- 43 unhappy home situation, and the reason is the same.
Brenneman (7) calls enuresis a

II

stigma of degen-

eration" and Walkor(41) found that enuretics were
more likely to suffer from functional disorders
later in life than were non-enuretics.

In this

same tone, Dunham~ll) who considers uncomplicated
enuresis (i.e. free from diabetes, pyelitis, epilepsy,
et cetera) to be an element in psychic regression of
an unstable organism toward a more primitive biologic
state, takes as his object of
normal development

treatment assisting

in the associative mechanism,

tending thus to induce a conditional reflex.

Of his

ten cases, he states: "In this group of ill-balanced
children, whose unstable nervous mechanism is indicated
by the tendency to bed-wetting, one is confronted with
a problem of biologic adjustment.

Success depends on

the ability to change a situation which, during

sleep,

simulates a primitive state controlled by an unconditional
reflex mechanism.

Granted favorable circumstances, all

that is required for a positive effect is the ability
to awaken attention, thereby establishing associative control through a conditional reflex.

By

pre-

senting repeatedly a dlefinite stimulus the bladder is
re.educated in a proper method of functioning.

The

- 44 form in which this associative sug5estion should
be presented depends on the point of view of the
observer.

It certainly does not present a new

or unique method of procedure, for it is narrated
in the Saxon Chronicle that the Magi also taught
the patient suffering from this disorder to drink
the ashes of a pig's pizzle in sweet wine, and so
to make water into a dog's kennel, addin 0 the
words: 'lest I like a hound, should make urine in
my own bed. '

11

Woolley' s (ll-3) suggestion on this method is to
try to develop in the child the habit of waking at
a slir~ht stimulus.

He should not be shaken, but

spoken to, and gradually he may learn to waken at
the stimulus of a full bladder.
Psychotherapy as a treatment for enuresis, as
well as other problems, has been discredited by
many physicians, especially those who treat it
themselves exclusively with drugs or by surgery,
whether it be. "T and A" or circumcision.

Ho.vever,

those physicians who seem to me to present most
logical methods of approach invariably include
psychotherapy in some form.(7)(3 4 )( 4 3)

- 45 The value of psychotherapy in the treatment
of enuresis is best evaluated by Beverly( 4 ).

He

explains that it consists of building up the
child's sense of security and confidence, analyzing hi's fears and straighteninr; out the innumerable wrong impressions and mental conflicts which
will be different in each patient.
helping the child

with his

It consists in

difficulties and in

adjusting himself to his environment.

It is essen-

tial that he be convi need there is nothing the matter with him, that he is a bright child, and that he
is capable of doing what other children can do.

It

is important to make him understand that he is
scaring himself and help him analyze his fearful
dreams and nightmares.

The adjustments necessary in

the environment are usually obvious, and much harder
to accomplish.

Parents must be convinced there is

nothing the matter with the child and
ideas about the

their erroneous

child's enuresis expelled.

Much can

be done by praise on the part of parents and teachers.
Getting the child into clubs with supervised play is
valuable, and the psychotherapists believe that teaching the child to get along with other children is a
step toward success in treatment.
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Beverly( 4 ) and Gerard(lS) present rather similar
views of their psycho-analytic
children.

experience with

They both found a greater incidence

among boys, and the boy who has enuresis they
recognize

as a type.

The tcyl/3' attitude

was

retiring and self-depreciatory, and fear of physical pain in most cases .prevented their indulging
in rough play.

usually they were small boys, sweet

or good-looking, and often bearing a striking resemblance to the mother.

Beverly says there are many

reasons why one should expect different behavior
and different mental attitudes from this type of
boy.

Mothers enjoy keeping

as long as possible.

their children babies

These small boys give her the

opportunity to gratify this desire for a longer
period.

The mother protects them, keeps them closer

to the home and somewhat segregated from other
dren.

chil-

The apprehension of the parent over this small-

statured son is always transmitted to him and his
fearfulness is further increased by his inability to
compete and defend himself with other

children.

Therefore in talking to them it is usual to find that
they feel they are weak and have something the matter
with them or they boast of their ability to cover up

- 47 their strong feeling of inferiority on a physical
basis.

Gerard found them more helpless at home,

and doing not-so-well at school as their abilities
warranted, with frequent complaints from the teachers that they were inattentive and easily distractible.

Exhibitionistic reactions, grimacing, giggling

and other non-aggressive ways of attracting attention were frequent.
Both Beverly and Gerard com.ment on the contrast
of this type with the ~irl enuretic.

They appeared

more normal in their attitudes, were active children;
leaders among other girls, independent and proficient, successful in school, well-behaved and ambitious.

Their play with boys showed a strongly com-

pepi tive spirit, associated with a depreciation of
males in eeneral, often verbally expressed.

They

were honest and frank in their relations with other
individuals.

Gerard believes that

the consistent

attitude within the sexes but differing

in the two

is evidence for the psychic causation of this form
of neurotic enuresis.
Although the girls, in contrast to the boys,
were fearless in daytime activities, both sexes
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shared a common anxiety, that of nocturnal fears.
In some cases it was a fear of the dark, and sometimes there was fear of attack from an imaginative
ghost or person.
recu~rent one.

In many cases the dream was a
summarizing, the boys on the whole

behaved as if they were inferior to their fellows,
whereas the girls behaved as if they were equal or
superior to theirs, but in both sexes there was real
anxiety in night fears.
In analysis of these children by Gerard, the
boys indicated a fear of women as dangerous persons
who could injure or destroy him if he were active.
The mechanism for overcoming this fear was an identification with the passive pattern, urination being
allowed to occur uncontrolled.
presented much material related

The girls in analysis
to fear of man as a

destructive agressor who could injure her in his
activities.

She, in turn, avoided the difficulty

by denying men their abilities, eliminating them from
her existence in fantasy, and yet identifying with
the active male instead of the passive female.

"Enur-

esis in girls represented an active soiling rather
than a passive flow. 11 (15)

- 49 Gerard presents two cases as typical of the male
and female attitude:
11

I shall briefly describe the relevant material obtained from a 9-year-old boy, material which,
in meaningful content though of course not in
detailed context, is typical of the other cases in
boys. His first transference attitude was expressed
as a distrust of me and a veiled fear that I might
be dangerous. This was evidenced at first by peeping into drawers and cabinets and behind the couch
and chairs for dangerous objects. He asked what I
did with the paper knife, with a toy gun (could I
shoot him with it), if his hand could be caught in
the drawer and cut off, and so on. He complained
that some electrical wiring in the room was not
safe, that I might hurt someone with it.
In attempting to repair an electrical connection of a toy
truck, he first asked for help then, with some show
of apprehension, refused, saying 11 you might make it
worse, and then it would be ruined."
One time, playing •with a fountain pen, he squirted the ink, and
said it had happened because the pen was broken. He
then stated that I must have broken it by pressing
it too hard when writing, and explained that it was
a delicate object which should be treated gently.
One form of play he indulged in was having automobiles collide disastrously. He pretended he was
in one car, a woman or a man with a woman in the
other; occasionally, a woman was with him. These
collisions were always caused by some false move on
the part of the woman, and the man was injured. Once
the fantasy identified the woman as a false pal who
betrayed the patient, because she was really a spy.
In this automobile accident, the patient became
crippled and he acted out this condition for the
rest of the hour by dragging himself around the
room with his hands. During this period, he told of
a recu!'rent dream of finding in a garbage pail a
dead rat which the maid had caught in a trap and
thrown out. This was the recurrent terror dream from

.'-
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which he awakened trembling and, he added, it made
him feel as if he himself had been caur,;ht and crushed.
'J'ellinr-; of this dream followed an unfortunate experience. coming to my office, he regularly passed a
laboratory containing caged cats and frequently
stopped to look at them. This day a decapitated cat
was on the table, as yet not removed after an experiment. He came to the office trembling and in a rage,
accused me of having cut off the cat's head, and
wanted to know what other dreadful things I did to
animals and people. A little later he created a long
fantasy of a vampire, which to him was always a woman,
who could bite off parts of his body. He then admitted
that his fear of the dark was the fear of such a vampire attacking him. In this same stage of the analysis he became increasingly critical of his mother. He
compl,1ined that she punished him for any and everything, that she took away his toys, "monkeyed 11 'Ni th
his bicycle, and broke it, and interfered with all his
activities. Rather discouragedly he said "The only
way to manage is just never to do anything".
"Fairly early the patient showed an intense
curiosity concernin~ sexual subjects. He first asked
questions voluntarily but tentatively and then, as
his boldness increased, disclosed his own ideas on
the sub'ject. He (as the other boys) believed that
sexual intercourse was painful to the man, possibly
involving injury to him. The information given by
his parents of the sperm entering the egg had been
construed to mean that the penis was left in the
woman. To explain the fact that a man could have
more than one child, he supposed that the organ grew
again, but he was in some doubt as to whether this
could really happen and, even if it did grow, whether
the new organ was as good as the original.
"Following the interpretation of his anxieties
concerning the destructive role of women, and the
correction of his fantastic sexual concepts, this
boy, as the others, progressed into another stage of
positive transference to me. The patient w~s now
friendly instead of critical, was intensely jealous
of other patients, drew pictures of hearts inscribed

- 51 with his name and which he begged me to keep as
permanent momentos, and daily brcught me P'.ifts.
~his jealousy, and its implied competition with
other patients for my interest, led to another
conflict fraught with anxiety. For, if the woman
was really not dA-ngerous and the patient acc~pted
the masculine role, he was then in danger from the
men with whom he competed. for the woman. This is
the typical oedipus situation, discussed extensively in analytic literature, which represents
a general conflict in childhood, rather than a
specific one relevant to our present concern."
Gerard's case typical of the female type
of enuretic:
"As illustrative of the girls all, like the
boys, essentially similar, I shall present material
from a 7-year-old patient. Her first attitude
toward me was one of friendliness and trust, and I
became her protector in all fearful situations.
The dangerous man came early into her material. A
form of play, rich in fantasies and variations elaborating the same theme, started with a picnic in
the country. I was the mother, and she the child.
There was no father; mostly he was dead, occasim~
ally he was gone for years on a long trip. A dangerous man soon appeared upon the scene, and we fled
to a vacant house for protection and had to build
complicated barricades to keep him out. He might
attack us with knives or injure us by throwing burning brands into the house. A later fantasy, though
at the same stage in the alanysis, acted out in great
detail with small wooden figures, was an Indian massacre. The white women were ruthlessly attacked, often
scalped, many were vrounded g,nd others carried off for
further torturing. Of interest was the patient's lack
of concern with the fortune of the white men. Once
the battle started, they were as if absent, and the
tot~1,l play was concentrated on the fate of t:1e women
at the hands of the savae;e indians. During this play,
she confided that in the dark she was afraid of being
attacked by a man with a knife. A second fear was
of a cobra possibly hidden under her bed and which
mie;ht crawl into bed .,3.,nd sting her. Then she elaborated a fantasy, in play with dolls as well as in many
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doctor ~ivin~ her ultra-violet treatment and causing
burns and with a motherly nurse hovering over her,
discharging the doctor, and healinp; her wounds.
Incidentally, part of this scene represented a real
experience, that of ultra-violet treatments, but she
had never been burnt.
In a further elaboration of
this fantasy, the doctor operated upon the girl and
vrished to open her whole abdomen. The nurse again
scolded and reviled him for his poor surgery and
seemed fearful that he might injure the patient
beyond recovery.
By a skillful kidnapping coup, the
nurse then rescued the child from the clutches of
the doctor and care~ for her at home.
"During this period, the patient also told many
stories about the stupid boys in school, who couldn't
answer questions, and the silly, sissy man who taught
~ymnasium. She, also, became very critical of the
boy whose hour with me preceded hers.
In her fantasy,
he was a very bad boy who threw stones at girls and
chased them with water pistols which shot out poison.
In reality, he was a very shy, passive boy. She
hardly ever mentioned her fathe~ although she spoke
often and freely of her mother, with emphasis on the
care and gifts she bestowed on the patient and their
easy companionship. Her father was thus mentally
eliminated, much as the fat her in the fantasied picnic
party had been physically eliminated. The only comment about her father was that when walking with him,
she felt lilrn running ahead and that he talked so
much that she was confused and unable to think out
day-dreams, as was her usual procedure with her
mother alone.
"Besides eliminating males from her life because
of her fear, she disclosed another mechanism, that
of masculine identification. This was evidenced in
~antasies of being an aviator and surpassing records
in height and distance flying, even to circling the
earth. She bragged at this time of how she excelled
the boys in school in academic achievement, which was
tvue, and in gymnastic achievement, which was not.
This she later admitted, but insisted that when she
grew older she would be stronger than any man. She
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explained in detail how she had achieved this, during
the last two years (and starting about the same time
as the onset of her enuresis,) by standing at the
toilet. She had practiced sending the stream a long
distance and was very proud of her accomplishment.
A fantasy connected with urination was the destruction of soldiers in war time by means of a stream of
urine. Flying in her airplane, she would herself
accomplish this massacre and so become a great hero.
11

At first the patient had denied sex differences, but later, after the urinary material had been
presented, she drew a dog and tentatively sketched in
a penis. Then she told very frankly of witnessing a
boy's exhibition of himself, and how disturbing this
experience-had been to her. Then followed questions
concerning conception, and in turn her own fantasies
on the subject. She had witnessed relations between
the parents and interpreted it as an attack by her
father upon her mother. She had been given sexual
information by her mother, but conceived the act as
painful to the woman, the man urinating into her and
so burning and injuring her.
"As in the case of the boy reported, interpretation of her fear of men, and the correction of her
sadistic concept of sex, initiated another phase in
the analysis, that of a friendly relationship to men.
This was acted out in play, taking the form of the
fantasy of two lovers marrying, living happily together
ever after, and producing many children. Her enuresis
which had decreased during the latter part of the
previous period, ceased entirely during this one. She
began to go willingly on:excursions with her father,
which she had previously declined unless her mother
accompanied them, and she began to make friends with
the boy patient she had so bitterly reviled. Competitive material dropped out entirely from her conversation and play. Similar changes occurred in the other
cases at the same stage of the analysis."
Gerard's concept of neurotic enuresis is that it
is a technique of defense against anxiety; in the boy,
a fear of the woman who becomes dangerous if he is
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destructive male.

"Passivity thus protects the

boy from danger, and

enuresis is one passive symp-

tom of the total constellation.
protects the girl from
her

to the

Activity s irnilarly

that passivity which exposes

attack of the man, and enuresis is also

a part of her active constellation, since urination
is conceived by her as an aggressive destructive
process."

In dealing with t;--ese

patients, Gerard

learned what their conflict was in interviews with
them, requiring weeks to months, and when this was
discovered and discussed, the enuresis disappeared.
As would be expected from the above material, in the
case of the boys, the conflict usually lay with the
child's attitude towards the mother or some other
"managing" female,

and

similarly, with the girls

toward some male member of the family or her acquaintance.
Beverly( 4 ) too found a preponderance of evidence
that the children were dependent on their mothers.
He also calls attention to the great number of cases
developing out of jealousies

when a new child is born

to the family~ or a sick member receives more attention.

The enuresis also begins frequently with an
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At this time they are often frightened;

they are treated as infants.

They enjoy this

situation and may try to continue it after they are
well.
Beverly's principles of treatment were

given

previously in introducing the values of psychotherapy in treatment.

He emphasizes the importance of

making the child responsible for himself and convincing him that he can stop bedwetting.

This alone

he has found is often effective in stopping the
enuresis; he then proceeds with finding the cause.
He compares enuresis to a fever, and says that each
is a symptom which will persist as long as the
underlying cause is present, or recur unless it is
eradicated.
The psychic factor in accomplishing cures of
enuresis is illustrated by Friedell's( 14 ) study of
thirty-nine enuretics (uncomplicated cases).

He

had success in eighty-seven per cent of the cases
by using hypodermic injection of sterile water.
This study, plus the fact that the results obtained
with a wide variety of non-specific drugs, indicates
that suggestion is the chief therapeutic aid in a
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It does not follow that the

child must be treated by a psychiatrist.

Markey( 30 )

says, in fact, that the pediatrist with an insight
into psychiatry is to be preferred in treating it,
and a social worker is valuable in making a study of
the homes.
Lippman(~ 4 ) writes as

a country doctor who has

had success in treating his enuretic patients with
psychotherapeutic methods.

He says the interviews

are directed primarily towards the building up of a
feeling of confidence.

He is allowed to speak of

his parents, his brothers and
and classmates.

sisters, teachers

As he becomes more confiding he has

the courage to tell of his

jealousies, hatreds and

fears.

He dislikes, particularly, to tell of his

fears.

He hates to be considered a

coward and yet

most enuretics are weighted down by fears and worries.
Later on in the interviews when he is no longer ill
at ease the subject of sex must be discussed.

His

anxieties in connection with masturbation and other
sexual irregularities must be talked through.

He

learns that he is no different than a great many
others and that there is little danger of severe
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Through his getting rid of guilty feelings in
connection 'Ni th his practices and fantasies, he
is more apt to lose the insecurity that has helped
to keep him from getting well.

Lippman says, "One

needn't be a psychiatrist to carry on this treatAs a matter of fact, the family physi clan or

ment.

pediatrician m9,y have the advantage over the psychiatrist throurh the fact that he is already known
and respected by the family.
"we must keep in mind that we are dealing with a
ahild who has suffered.

I~ our efforts to help him

meet with failure, we can let him go with the feeling that he will probably soon outgrow the habit and
be like other boys.

He should never feel that we

are disappointed in him, so that he can still accept
himself as an individual of merit. 11
In his attempts to answer the question, "What
manner of child is this victim of enuresis ? 11

,

Andm-'-

son(2) rated two-thirds of his patients as unduly
timid.

Sensitiveness was a trait of even more freq-

uent occurrence cit seventy per cent, though he
believes sensitive children are products, rather
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Aggressiveness and je ·ilousy were

SJ.X""i:.Y

per cent.

pres(jnt in

~-Ie do0s not call any attention to

sex distribution of these factors, as do Beverly(4)
and Gerard(l5).

Infantile traits, Anderson noted,

wore especially common, and he based his classification of infantile on the following characteristics:

(1) the ease with which a child yields in his attempts
at solving any problem, e.i. his lack of persistence;
(2) the ease with which he is reduced to tears;

(3) the nonassumption of responsibility suitable to
his age, and (4) the tendency to be swept into profound changes of mood by trivial things.
Three-fourths of the children, Anderson decided,
1,rere temperamental, me :1ning emotionally unstable.

He

believes that here too, rather than being causative,
the emotional instability is accentuated by persisting
enuresis. W~olley(43) on the other hand gives enuresis
as a type of emotional scene the child may create to
attract attention.
There is much to be said for the value of traini np; in encouraging

the child to be dry.

A.

famous

pediatrician, says Markey( 30) once contended that
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month.

He was a bachelor when he made the state-

ment, but in due time became a husband and a father,
and contrary to ironica.l expectation, su:;ceeded in
training

his twin infants to bladder

the time

they were four months of age.

control by
This seems

much too much to expect of anyone else's children,
but it does emphasize a practical point.
Woolley's( 43) experience in dealing with children whose enuresis was a psychological problem
led her to place

great premium on home training.

She found that postponing the

period of training

beyond the normal age apparently fixed more firmly
the habit of urination in response to desire and
without regard for circumstances.

In her talks

with mothers, she concluded that the average mother
began training for control of bowel movements at
six months and

began encoura3ing urinary control

at twelve to eighteen months.
Woolley says that once the urinary incontinence becomes an issue between mother and child, the
child assumes a negativi_stic attitude, which is a
frequent stage of development in very young children
and apparently is a natural step in development of
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Once a child determines to oppose

his mother by wetting himself, he is certain to
win out.
~

She says, "Either he must be fought to

finish--and probably injured

in the process--

or his attitude must be peaceably changed from one
of determination to wet himself to determination
not to do so."
Markey(30) believes that in delaying training
and allowing the child to continue in his enuresis,
he becomes conditioned to the involuntary release
of urine while in a recumbent position, without
feeling a sense of responsibility for it, while
this same child, durins the day, is likely to be
continent to win social approval.

The real reason

for the continuance of nocturnal enuresis is a desire for pleasurable response, he says, for the
eliminative functions in the child are believed to
give him pleasure.
Once enuresis is established, there are general
measures and training methods which may be effective
in bringing it to a stop, or are used by some
physicians with drugs, or along with psychotherapy.
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1. Two to three hours rest in the afternoon
and no excitement before bedtime.
2. Restriction of fluids after 4:00 p.m.
Though most authors agree on this principle,e.g.
Brennemann(7), Horton( 23), Saxl and Kurzw-e11( 36 );
Thursfield( 4 o) advises against it, believing
that this practice leads to the secretion of
a hir;hly concentrated urine, likely to be
exciting to the bladder.

He does, in fact,

promote diuresis by the administration of
potassium citrate.

3. Empty bladder at bedtime and again before
bedtime and again before usual time when
child is found wet.

4. Let child take responsibility of chan~ing
bed and clothes and washing clothes and sheets
if age permits.

5. Elevate foot of bed several inches, encouraging accumulation of urine against bladder
vault mnstead of against trigonum.

6. Keep chart of progress.
7. Training the bladder and sphincters for
greater control:
.'----',

The principle here is to
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amounts of urine (though it is admitted that
quantity of urine is seldom a factor in involuntary release) and to holding the urine
after the urge to micturation is felt.

To

accomplish this, certain hours of the day
are established for mi cturation and no others
are permitted.(lS)

To strengthen the sphinc-

ters, the "stop and start" mechanism is used
during micturation, the child learning to
control the stream.
8,Regulation of diet, with restriction of tea,
coffee, cocoa--as diuretics, and salt meats.( 2 3)(3l)
And -- of course --encouragement, no scoldings,
and establishing in the child faith in his ability to
succeed.
This paper does not consider the use of drugs
in treating enuresis.

This omission does not indi-

cate that I consider them of no value; however, the
number of drugs suggested for treating enuresis is
almost limitless, and

this great number of drugs

indicates the non-specificity of any of them.

In

some cases they are undoubtedly of great value, and
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popularly used drugs.

The common error has been,

I believe, the use of drugs with the exclusion of
study of the child and his environment, and it is
the latter I have intended to stress in this paper.
1. Belladonna, or its alkaloidal derivative,
Atropine
'I'hese are without doubt the most popular drugs,
used to some extent by most of those included in
this bibliography, and frowned upon only be extremists, whether they treat entirely by surgical metha:l.s
or entirely by psycho-analysis.

Its use has been of

cert:iin value in a number of cases, though its mode
of action is not understood..

Cushing said: "Perhaps

this action in relaxing spasmodic contractionsrrmay
also explain the beneficial effects obtained in cases
of incontinence in children, in which belladonna has
litmg been the most reliable remedy. 11 Amberg I s ( 1 )
studies indicated that it caused less frequent contractions of the bladder.

Bakwin(3) has given what

appears to be a rather sound interpretation of its
use, finding it of most value in children who have
urgency and frequency (pollakuria) with resulting
enuresis.

He gives, as an initial dose (e.g. to a

four year old) five minims of Tr. of belladonna
t.i.d.

The dose is increased by three drops each
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symptoms appears or until flushins is noted.

The

tolerance dose is continued for perhaps five weeks
and when discontinued the enuresis ma'y very likely
be under control.

His interpretation of its value

in enuresis is interesting: "Belladonna by relieving
the urgency and frequency, instils the patient with
confidence in his ability to control the urin::1ry
function.

In this way the agitation and fear which

intelligent children feel is relieved and a strong
psychic factor in the syndrome is lessened."
2. Thyroid
Firth(l3) believes thyroid extract is effective
because it sharpens cerebral perception, there,ore
treating the dull mentality which he finds so frequently in enuresis.

Saxl and Kurzw~i1(36) have

a

different opinion of the effect of hypothyroidism.
They believe that in fairly defined forms of hypothyroidism there is a marked tendency to cellular
infiltration.

This process is not limited to the

skin but involves also the mucosal coverin 0 of the
bladder.

These cells become infiltrated ~nd die

more readily, and are7desquarnated into the bladder,
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the urine, and a more definite irritation to the newly
bared walls results.

This causes only nocturnal

enuresis because the child when awake has greater
control over the reflex emptying of the bladder.

3. Pituitary Extract
Anderson( 2 ) believes that pituitary extract
has been popular in the treatment of enuresis
because of its known

contractile effect on smooth

muscle, plus the fact that it is the belief of many
that hypotonia of the bladder musculature exists in
these patients.

Anderson states however, that

relaxation of detrusor tone is not in itself provocative of incontinence, rather would relaxation of the
sphincter be, and how the substance could work on
one muscle and not on the other is hard to state.
Jacobs( 25 ), however, had good results in its use on
his series of forty-nine cases; sixteen were cured
and seventeen improved.

Mossf33) had fifty per cent

cure and twenty-five per cent improvement in thirty
cases.

Blau(5) reported cure or improvement in seventy-

five per cent of cases.

4. Camphor
Pototzky favors its use in the neuropathic type,

66 stating that it has a "favorable regulating effect 11
on the circulation and acts as a sedative in bladder
contractions.

***
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